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Update: Assessment of Risk for Meningococcal Disease 
Associated With the Hajj 2001 


During late March and early April 2000, four cases of meningococcal disease caused 
by Neisseria meningitidis serogroup W-135 were identified among U.S. pilgrims return- 
ing from the Hajj in Saudi Arabia, their close contacts, and communities (7 ). These cases 
occurred as part of a larger epidemic in which approximately 400 cases caused by a 
similar and unusual strain were identified worldwide (2). The Hajj, an annual pilgrimage 
to the major holy places of Islam, is attended by approximately two million persons from 
approximately 140 countries, including an estimated 15,000 from the United States. 

After an outbreak of serogroup A meningococcal disease in 1987 associated with the 
Hajj, CDC recommended that U.S. pilgrims receive the quadrivalent meningococcal 
polysaccharide vaccine (3). This vaccine provides protection against disease caused by 
serogroups A, C, Y, and W-135; however, the vaccine may not affect asymptomatic 
pharyngeal carriage or a person's ability to transmit disease. To assess the risk for 
meningococcal disease in 2001 among U.S. pilgrims, CDC conducted a study of pharyn- 
geal carriage of N. meningitidis in departing pilgrims traveling to Saudi Arabia and of 
passengers returning from Saudi Arabia after the Hajj 1-2 weeks later. 

After informed consent was obtained, pilgrims departing from John F. Kennedy Inter- 
national Airport (JFK), New York, on seven consecutive direct flights to Saudi Arabia 
during February 16-27, 2001, were asked to complete a questionnaire and provide an 
oropharyngeal swab for culture. During March 9-16, all disembarking passengers (i.e., 
pilgrims and nonpilgrims) on five consecutive direct flights from Saudi Arabia to JFK 
were similarly approached; 451 pilgrims were enrolled in the departing portion of the 
study and 869 passengers, including 727 pilgrims, were enrolled in the returning portion. 
Of the 27 N. meningitidis isolates recovered from1320 passengers, 17 (63%) were 
nongroupable (i.e., a typically nonpathogenic strain); seven (26%) were serogroup W- 
135. Returning pilgrims were more likely to be carriers than departing pilgrims (2.6% 
versus 0.9%; p=0.04). None of the departing pilgrims carried serogroup W-135; however, 
six (0.8%) returning pilgrims were serogroup W-135 carriers (p=0.06). Among returning 
passengers, carriage of serogroup W-135 was similar among pilgrims and nonpilgrims 
(0.8% versus 0.9%; p=0.98). 

Many returning passengers reported upper respiratory symptoms; 63% reported 
cough, 58% had sore throat, and 24% had fever during the 2 weeks before their return. 
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Antibiotic use was reported by 396 (49%) of 811 returning passengers and was associ 
ated with decreased (although not significantly [2.1% versus 4.2%; p=0.09]) 
N. meningitidis carriage. The cause of this illness is not known; severe illness requiring 
hospitalization was not reported 

Because of the low rate of N. meningitidis serogroup W-135 carriage, antimicrobial 
chemoprophylaxis for all pilgrims returning to the United States is not recommended. 
Although overall carriage was low, the high proportion of serogroup W-135 carriage 
suggests continuing transmission in Saudi Arabia. Evidence of this transmission, com 
bined with reports of cases of invasive disease among pilgrims returning to the United 
Kingdom who received only bivalent vaccine against serogroup A and C, suggests that 
'J.S. pilgrims should continue to receive quadrivalent meningococcal polysaccharide 
vaccine before travel to the Hajj 
Reported by: Div of Applied Public Health Training, Epidemiology Program Office; Meningitis 
ind Special Pathogens Br, Div of Bacterial and Mycotic Diseases; Surveillance and Epidemiol 
ay Br. Div of Quarantine, National Center for Infectious Diseases; and EIS officers, CDC 
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Apparent Global Interruption of Wild Poliovirus Type 2 Transmission 


In 1988, the World Health Assembly of the World Health Organization (WHO) 
resolved to eradicate poliomyelitis by 2000. Since then, the WHO Region of the Americas 
and Western Pacific Region have been certified free of polio, and the European Region is 
approaching 3 years since the last confirmed case of polio. Transmission of wild polio 
virus types 1 and 3 continues to decline in the other WHO regions (7). This report sum 
marizes the evidence, obtained through surveillance for acute flaccid paralysis (AFP), 
supporting the global interruption of wild poliovirus type 2 transmission 

Along with achieving and maintaining high routine coverage with oral poliovirus vac 
cine (OPV), conducting National Immunization Days* to decrease poliovirus circulation, 
and mopping-up vaccination activities’ to eliminate remaining reservoirs® of poliovirus 
transmission, one of the main polio eradication strategies is AFP surveillance. The quality 
of AFP surveillance is assessed primarily by the nonpolio AFP rate (target: >1 per 100,000 
population aged <15 years), and by the completeness of specimen collection (target: two 
adequate stool specimens‘ from >80% of persons with AFP) 

*Nationwide mass campaigns during a short period (days to weeks), in which two doses of 
OPV are administered to all children in the target age group (usually aged <5 years), regardless 
of vaccination history, with an interval of 4-6 weeks between doses 

Focal mass campaigns in high-risk areas during a short period (days to weeks) in which two 
OPV doses are administered to all children in the target age groups, regardless of vaccination 
history, with an interval of 4-6 weeks between doses 

Countries where polio is endemic that have large populations and that may export poliovirus 
to neighboring countries and elsewhere 

*Two stool specimens, collected 24 to 48 hours apart within 14 days of paralysis onset, that 
arrive in the laboratory in good condition 
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The last countries to report wild poliovirus type 2 isolates were Afghanistan and 
Pakistan in 1997, Nigeria in 1998, and India in 1999 (2 ). The last known reservoirs of wild 
poliovirus type 2 transmission occurred in Bihar, Uttar Pradesh, and West Bengal in 
northern India. Several type 2 isolates were obtained from this region during 1998-1999. 
The rapidly declining genetic diversity of the few sustaining type 2 isolate chains is 
consistent with the final phase of transmission. The last wild poliovirus type 2 isolated 
was from a child reported as an AFP case in West Bihar with paralysis onset in October 
1999 

Despite substantially improved AFP surveillance globally since late 1999, no wild 
poliovirus type 2 isolates have been reported by any WHO region since late 1999. From 
1999 to 2000, the number of AFP cases reported worldwide increased from 29,583 to 
30,436 despite a decrease of confirmed polio cases from 7141 in 1999 to 2824 in 2000. In 
the South-East Asia Region during 1999-2000, the overall nonpolio AFP rate increased 
from 1.6 to 1.7 per 100,000 population aged <15 years, and the rate of adequate stool 
collection increased from 71% to 81%, respectively. In the Eastern Mediterranean Re- 
gion, the overall nonpolio AFP rate increased from 1.1 to 1.4 and the rate of adequate 
stool collection remained at 67%. In the African Region during 1999-2000, the overall 
nonpolio AFP rate increased from 0.8 to 1.3; however, t.ie rate of adequate stool collec- 
tion (53%) remained below the 2000 target level. Surveillance remains suboptimal in the 
major reservoir countries of Angola, Democratic Republic of Congo, Ethiopia, and Nigeria. 

AFP surveillance comprises a global network of seven specialized, 15 reference, and 
126 national WHO-accredited laboratories. The network processed 48,370 stool speci 
mens in 1999 and approximately 50,000 in 2000. During 1999-2000, 1423 isolates were 
wild poliovirus type 1 (989 in 1999 and 434 in 2000); 11 were wild poliovirus type 2 (11 in 
1999 [from India] and zero in 2000); 1127 were wild poliovirus type 3 (894 in 1999 and 
233 in 2000), and 23 were wild poliovirus types 1 and 3 mixed isolates (16 in 1999 and 
seven in 2000) (Table 1 


TABLE 1. Number of confirmed cases of poliomyelitis and wild poliovirus, by type 
and region — World Health Organization, 1999 and 2000 
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Respiratory and Enteric Viruses 8, Div of Viral and Rickettsial Diseases, National Center for 
Eradication Div, National Immunization Pro 


nfectious Diseases; Vaccine Preventabie Disease 
gram, CDC 
Editorial Note: The apparent elimination of wild poliovirus type 2 represents a milestone 
for the global polio eradication initiative and an indication that the current strategies can 
eradicate poliovirus types 1 and 3. Since late 1999, the global polio laboratory network 
has processed tens of thousands of stool specimens, including those from countries at 
high risk for undetected poliovirus circulation. All polioviruses type 2 isolated since 
October 1999 have been vaccine derived, and the declining genetic diversity of the last 
wild isolates from India is consistent with the final phase of transmission 

Before the advent of the polio vaccine, wild poliovirus type 2 had woridwide distribu 
tion. As the vaccine was introduced, particularly in temperate climates, wild poltovirus 
type 2 transmission disappeared quickly. Transmission continued in countries with high 
population density and poor sanitation, but disappeared more quickly than other polio 
virus types as vaccination rates improved. The high immunogenicity of type 2 polio 
viruses in OPV and the efficient spread of the vaccine-derived strain from vaccinated 
persons to close contacts may be important factors in its earlier disappearance 

Although the likelihood of undetected transmission decreases with time, evidence of 
interruption of type 2 transmission is reinforced with continued improvement in AFP 
surveillance, particularly in Africa, where the nonpolio AFP rate and rate of timely speci- 
men collection remain inadequate in some high-risk countries. In addition, the increased 
aboratory workload generated by improving stooi collection rates must be met with 
additional human and financial resources to maintain the quality and timeliness of speci- 
men processing 

Although wild polioviruses types 1 and 3 have been more difficult to control than type 

the experience in the Americas, Western Pacific, and Europe underscores the feasibil 

ty of globai eradication of all wild poliovirus serotypes 


ward alioba! poliomyelitis eradication, 1999. MMWR 2000:49:349-54 
toward the global interruption of wild poliovirus type 2 transmission, 1999 


9:48:736-9 


Severe Mainutrition Among Young Children — 
Georgia, January 1997—June 1999 


in October 1999, the Georgia Department of Human Resources (GDHR) was notified 
of two cases of severe mainutrition in toddlers. Both cases were associated with the use 
of commercial alternative milk. In response, GDHR and CDC reviewed Georgia hospital 
records to assess the frequency and cause of hospitalized cases of rickets and protein 
energy malnutrition (PEM). The findings of this review indicated that, although no new 
cases were associated with milk alternatives, three children had PEM and six had vitamin 
D deficiency rickets. The children with rickets had been breast fed for approximately 6 
months while receiving no vitamin D supplementation. Rickets is preventable through 
the adequate intake of vitamin D. The American Academy of Pediatrics (AAP) is examin- 
ng vitamin D supplementation among breast-fed infants 
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For the purpose of this study, vitamin D deficient rickets was defined as having an 
national Classification of Diseases, Ninth Revision, Clinical Modification (\CD-9-CM) 
code of 268.0 (active rickets), 268.9 (unspecified vitamin D deficiency), or 268.2 
inspecified osteomalacia) combined with a low serum 25-hydroxy-vitamin-D level 
below laboratory reference range) and one or more of the following radiographic 
changes: osteopenia, widening of growth plates, fraying and cupping of the metaphysis 
or craniomalacia. Severe PEM was defined as codes 260 (kwashiorkor), 261 (nutritional 
narasmus), or 262 (severe protein calorie malnutrition) combined with one or more of 
the clinical signs: edema, nonspecific dermatitis, thinning and streaking of hair, inad 

equate growth (below the fifth percentile weight-for-height), or weight loss 
To identify rickets and PEM cases among children aged 6 months-5 years, GDHR and 
reviewed hospital discharge records for January 1997—-June 1999, and confirmed 
ases by medical record review. Cases determined to have nutritional causes were 
»valuated through telephone interviews with parents, guardians, or attending physicians 
hild’s diet (e.g., use of alternative milk beverages and vitamin supple 
me spent outdoors. Among children aged 6 months—5 years residing in 
iary 1997-—June 1999, case findings and Georgia census data (2) 
one million children were hospitalized with vitamin D deficient 

nillion were hospitalized with severe PEM 

were identified; 11 were rickets and 29 were severe PEM. Five rickets 
24 PEM cases were associated with metabolic disorders from congenital 
rr genetic (n=12) abnormal 


ree). Two children had disorders associated with chronic infectious diseases 


ties, premature birth (n=seven), or chronic dis 


Fr 


rickets and three cases of PEM were associated with primary nutritional 


oO 


Interviews were conducted with a parent or guardian for three of the children 
ckets and two with PEM. Of the remaining four cases, two families declined an 
A | 


iew and two could not be located 


The six childrer hr 


) with rickets were male and age 8-21 months. Three children had skin 
omplexions ranging from light to dark brown. The annual income level of two families 
was $30,000-$49,999; two families’ income level was $10,000-$29,999; and the income 
evel of two families was unknown. During this investigation, vitamin D deficient rickets 
was reported in a child aged 17 months who drank a soy beverage containing no vitamin 
D. This child also received a multivitamin supplement (30% of the recommended dose) 
1 month before hospital admission. Six children received breast milk until age 8-20 


months; none of the children received routine vitamin D supplementation while breast 


feeding. Two children were exposed to six and 21 hours of sunlight per week, respec 


tively, one child “did not receive much sunlight,” and two children received “minimal 
sunlight.” Sun exposure was unknown for one child 

Three children with severe PEM and one child with kwashiorkor were age 6-22 
months at diagnosis. The child with kwashiorkor drank a rice beverage with a low protein 
content. One family reported $30,000-$49,999 annual income; the income level of two 
families was unknown. Two children had eczema attributed to food allergies. Concern 
about allergies led to diet restrictions and subsequent PEM. 
Reported by: N Carvalho, MBChB, Scottish Rite Pediatric and Adolescent Consultants, Children’s 
Healthcare of Atlanta, Atlanta; K Tomashek, MD, U Parashar, MPH, K Powell, MD, A Mellinger 
Birdsong, MD, Epidemiology Br, Div of Public Health, Georgia Dept of Human Resources 
Maternal Child Nutrition Br, Div of Nutrition and Physical Activity, National Center for Chronic 
Disease Prevention and Health Promotion; and an EIS Officer, CDC 
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Malnutrition Among Young Children — Continued 
7. Armstrong BK. Melanoma: childhood or lifelong sun exposure. In: Grob JJ, Stern RS, 
Mackie RM, Weinstock WA, eds. Epidemiology, causes, and prevention of skin diseases. 
Maiden, Massachusetts: Blackwell Science, 1997:63-71. 

Gallagher RP, Hill GB, Bajdik CD, et al. Sunlight exposure, pigmentation factors, and risk of 
non-melanocytic skin cancer, |: basal cell carcinoma. Arch Dermatol 1995;131:157-63. 


Outbreak of Community-Acquired Pneumonia Caused 
by Mycoplasma pneumoniae — Colorado, 2000 


On May 18, 2000, the Colorado Department of Public Health and Environment (CDPHE) 
was contacted by a family physician in Moffat County, Colorado (1998 population: 12,700), 
about a large number (>50) of community-acquired pneumonia cases diagnosed by 
chest radiograph in a group practice over several months. An investigation by state 
public health officials and CDC implicated Mycoplasma pneumoniae as the cause of 
illness. This report summarizes the results of the investigation and underscores the 
importance of investigating outbreaks of severe unexplained respiratory illness to 
enable implementation of appropriate treatment and control measures. 

During January-July 2000, 109 persons were diagnosed with pneumonia by chest 
radiograph in group practice A (the largest outpatient practice in the county), compared 
with 21 persons in the same practice during January—June 1999. A case was defined as 
an acute infiltrate consistent with pneumonia on a chest radiograph in a person aged 
2-49 years with illness onset during January—July 2000. Medical records were abstracted 
to collect demographic and clinical information. 

Following recognition of the outbreak, throat and nasopharyngeal swab specimens 
were collected from acutely ill persons who agreed to be tested. During early June, 
specimens from seven case-patients underwent polymerase chain reaction (PCR) test- 
ing for bacterial pathogens and for viral culture at CDC. Acute and convalescent serum 
specimens were available from six patients (including five of the seven patients for 
whom PCR was performed and one patient for whom PCR testing was not performed); 
these paired serum specimens were tested at CDC for antibodies by the Remel test. The 
paired serum specimens also were tested for complement fixation (CF) antibody titers to 
respiratory viruses and M. pneumoniae at the CDPHE laboratory. 

Ninety-one patients had illness that met the case definition; 64 (70%) had illness onset 
during April-July (Figure 1). The median age was 11 years; 59 (65%) were aged 5-14 
years, and 52 (57%) were male. Records of 77 (85%) patients were reviewed. Symptoms 
included cough (77 [100%]), fever (72 [94%]), sputum production (44 [57%]), and abnor- 
mal lung auscultation findings (54 [70%]). Three (3%) patients were hospitalized. 

All eight patients tested had laboratory evidence of M. pneumoniae infection. Speci- 
mens from four patients were positive by PCR and the Remel test and had a fourfold rise 
in CF titers; two patients were positive by PCR alone (serum not collected); one patient 
had a positive Remel test and two convalescent-phase CF titers >1:128, consistent with 
recent infection (PCR not performed); and one patient had a positive Remel test and two 
convalescent-phase CF titers of 1:32, consistent with recent infection (PCR negative). 
PCR testing for nucleic acid of Chlamydophila pneumoniae was negative as was viral 
culture and serologic testing for viral respiratory pathogens, including influenza and 
respiratory syncytial virus. 
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FIGURE 1. Number* of cases of community-acquired pneumonia, by week of onset — 
Moffat County, Colorado, January-July 2000 
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In mid-June, CDPHE, in conjunction with the county public health nursing service 
notified local health-care providers that M. pneumoniae had been confirmed by labora 
tory testing and provided information about the illness, including appropriate antibiotic 
treatment and treatment of symptomatic close contacts. Local media reports provided 
the community with similar information 
Reported by: KB Mezarina, Univ of Colorado Health Sciences Center, Denver; A Huffmire, MD 

Downing, N Core, Moffat Family Clinic, Craig; K Gershman, MD, R Hoffman, MD, State Epide 

) vist, Colorads Dept of Public Health and Environment. Resp ratory Diseases Br anc 
itis and Special Pathogens Br, Div of Bacterial and Mycotic Diseases; Respiratory 

ruses Br, Div of Viral and Rickettsial Diseases, National Center for Inf 


eases, CDC 
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Editorial Note: M. pneumoniae is acommon cause of acute respiratory tract infections 
(e.g., pharyngitis, tracheobronchitis, and pneumonia), especially in school-aged children 
Although some infections can be fatal, most illnesses attributed to M. pneumoniae are 
relatively mild, and pneumonia caused by Mycoplasma rarely results in hospitalization 

1,2). Outbreaks can occur in closed settings (e.g., institutions and summer camps) or 
can occur as communitywide epidemics (3,4 ). Communitywide epidemics often may 
not be recognized (5) 

The highest incidence rates of pneumonia caused by Mycoplasma are among chil 
dren aged 5-9 years followed by children aged 10-14 years (6). Children aged 2-4 years 
have higher rates than adults, although M. pneumoniae accounts for a low proportion of 
all pneumonias in this age group for which viral and other bacterial etiologies predomi 
nate (6). During outbreaks, the estimated frequency of pneumonia among school-aged 
children with M. pneumoniae infection has been 10%—19% (4,6). The incubation period 
for Mycoplasma is approximately 3 weeks (7). High rates of transmission have been 
documented within families, with a high proportion of secondary cases involving lower 
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respiratory tract infection (7,8 ). In a study of community spread, transmission of Myco- 
plasma within schools was relatively ow compared with spread within families; cluster- 
ing of infections also occurred among neighborhood playmates (9 ). 

The findings in this report are subject to at least four limitations. First, case ascertain- 
ment was conducted at only one of several medical practices in the affected community. 
Second, case ascertainment included only cases of pneumonia rather than the broader 
spectrum of acute respiratory illness that probably was occurring. Third, determination 
of the beginning of the outbreak was not possible with available data. Fourth, laboratory 
testing was performed only during a limited portion of the outbreak because acute iso- 
lates were available for only a fraction of possible patients following recognition of the 
outbreak. A portion of the cases, especially those occurring earlier in the outbreak, may 
have been attributed to other agents such as influenza and respiratory syncytial virus. 
However, because of the relatively mild nature of the symptoms, the prolonged duration 
of the outbreak, the occurrence of cases among school-aged children, and the laboratory 
results, M. pneumoniae was most likely the cause of the outbreak. 

Definitive diagnosis of M. pneumoniae traditionally has depended upon isolation of 
M. pneumoniae or a fourfold rise in CF antibody titers between acute- and convalescent- 
phase serum specimens collected 4 weeks apart; isolation may require several weeks 
and acute and convalescent titers often are difficult to collect. Single elevated CF anti- 
body titers are of limited use for clinical diagnosis. Although the CF and Remel tests both 
indicated Mycoplasma infection on the six paired serum specimens tested, the Remel 
test is now preferred because of its improved specificity. PCR testing of oropharyngeal or 
nasopharyngeal swabs offers more sensitive and rapid diagnosis of acute 
M. pneumoniae infections; however, this test is not widely available (70). 

Macrolides and tetracycline are the antimicrobials of choice for Mycoplasma infec- 
tions. Tetracycline should not be used for children aged <8 years because it may cause 
permanent dental discoloration. Prophylactic antimicrobial therapy with azithromycin 
substantially reduces the secondary attack rate in institutional outbreaks (3). No data 
support routine chemoprophylaxis during community outbreaks of M. pneumoniae. 

Evaluation of clusters or outbreaks of acute respiratory illness may be important to 
determine appropriate treatment of infected persons and appropriate control measures, 
including use of chemoprophylaxis. The possible etiologic agents depend on the pre- 
dominant acute respiratory syndrome observed (i.e., prolonged or paroxysmal cough, 
bronchitis, influenza-like illness, pneumonia, and rapidly progressive pneumonia). As 
demonstrated in this outbreak, factors such as the population affected, incubation period, 
and clinical features may suggest a particular agent and help to guide laboratory testing. 
CDC can assist local, state, and territorial health departments with the investigation of 
acute respiratory disease outbreaks of unknown etiology. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending March 24, 2001, with historical data 


wereace CASES CURRENT 
iCREASE s WEEKS 


521 
510 
60 


48 


Ratio (Log Scale)” 


e nd Hictorix t< 
y j , ica 


f 15 4-week totals (from previous, comparable, and 


4-week total to mean o 
The point where the hatched area begins 


for the past 5 years) 


perioas 
deviations of these 4-week totals 


2an and two standard 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending March 24, 2001 (12th Week) 
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TABLE II. Provisional cases of selected notifiable diseases, United States, 
weeks ending March 24, 2001, and March 25, 2000 (12th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 24, 2001, and March 25, 2000 (12th Week) 





Hepatitis C; Lyme 
Gonorrhea Non-A, Non-B Legioneltiosis Listeriosis Disease 


Cum } Cum Cum + Cum Cum. | Cum Cum Cum | 
Reporting Area 2001 2000 2001 2000 2001_| 2000 2001 2001 


NITE 


























ATES 59 953 19 476 3 58 133 144 67 A52 
NEW ED 134 


14 








March 30, 2001 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 24, 2001, and March 25, 2000 (12th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 24, 2001, and March 25, 2000 (12th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 24, 2001, 
and March 25, 2000 (12th Week) 
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TABLE ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 24, 2001, 
and March 25, 2000 (12th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
March 24, 2001 (12th Week) 


30, 2001 








Ages 
7 =o 





sa. 


| 
P&I’ | 
Total Reporting Ares 


a 


All Causes, By Age (Years 





All 
Ages 


] 
! 


| 


4 


| 
65 ‘aia toa 1-24 


<1 





. 
| 
j 





All Causes, By Age (Years 
Reporting Area All a |oo | asa 1-24 | 
L 


ae 
z 


T 


i 
E 
| 


x 








Vol 


50 / No. 12 








Contributors to the Production of the MMWR (Weekly) 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 
' DVM. MPH 
CDC Operations Team 


pport Team 
f rol M. Knowles 
Deborah A. Adams 
Will Anders 

Patsy A. Hall 


raga 
rette A. Park 


State Su 
Robe 


informatics 


ca 











March 30, 2001 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and 
Prevention (CDC) and is available free of charge in electronic format and on a paid subscription basis for paper 
copy. To receive an electronic copy on Friday of each week, send an e-mail message to /istserv@listserv.cdc.gov. 
The body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC’s World-Wide Web 
server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at ftp://ftp.cdc.gov/pub/Pubii- 
cations/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing 
Office, Washington, DC 20402; telephone (202) 512-1800 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
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